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Abstract 

We investigated the relationship of DSM-III-R personality disorder (PD) diagnoses and traits to suicidal behavior in 
patients with Major Depressive Disorder (MDD). Axis I and Axis II criteria and suicidal behavior were assessed using 
structured interviews of 102 psychiatric inpatients. Subjects with comorbid MDD and Borderline PD (BPD; n = 30) were 

more likely than other patients to have a history of multiple suicide attempts, and were equally likely to have made a highly 
lethal attempt. Number of BPD and other Cluster B (dramatic/erratic) criteria were better predictors of past suicidal 
behavior than were depressive symptoms. We conclude that patients with BPD symptomatology are at risk for serious 

suicide attempts. Moreover, severity of comorbid Cluster B PD psychopathology should be considered when assessing 
suicide risk in MDD patients even in those without a PD diagnosis. 
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1. Introduction 

Patients with Major Depressive Disorder (MDD) 
have a relatively high likelihood of suicidal thoughts 
and acts (Vieta et al., 1992). The lifetime rate of 
completed suicide in patients with affective disorders 
has been estimated to be as high as 15%, or 30 times 
the likelihood in the general population (Guze and 
Robins, 1970). Completed suicide is a statistically 
rare event, however, even in patients with major 

affective disorders, with an annual rate of about 
60/ 100000 (Pokorny, 1964). It is difficult to detect 
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predictors of rare events, leading many investigators 
to focus on determining risk factors for suicide 
attempts, the annual rate of which is estimated to be 

lo-30-times higher than that for completions 
(Weissman, 1974). Whereas studies have identified 
some demographic and clinical factors associated 
with an increased risk of suicide completion in pa- 
tients with major affective disorders (such as being 
male, living alone and having a sense of hopeless- 
ness about the future) (Barraclough and Pallis, 1975; 
Roy, 1982; Fawcett et al., 1987; Beck et al., 19891, 

the best predictor of future suicidal behavior appears 
to be a history of a past suicide attempt (Barraclough 
and Pallis, 1975; Roy, 1982; Goldstein et al., 1991). 
Within the population of patients with affective dis- 

orders, studies have identified some risk factors for 

0165-0327/96/$15.00 0 1996 Elsevier Science B.V. All rights reserved 

PI/ SO1 65-0327(96)00023-7 



62 EM Cwbrtt et al./Jmmal ofAffective Disorders 39 (19%) 61-72 

suicide attempts, including suicidal ideation, marital 
isolation, earlier onset of depression and comorbid 
alcoholism (Bulik et al., 1990; Roy, 1993). However, 
a complete explanation of what distinguishes those 
depressed patients who attempt suicide from those 
who do not, so far has been elusive. Despite the 
significant risk of suicide attempts and completed 

suicide in depressed patients, the presence and sever- 
ity of major depression alone is not a clinically 
useful predictor of either future suicide or suicidal 

behavior (Pokorny, 1964; Hawton, 1987; Malone et 

al., 1992). 
Some investigations have focused on trait-related 

risk factors for suicidal behavior, including biologi- 

cal and personality variables. Studies have produced 
evidence for the existence of neurobiological trait-re- 
lated correlates of suicidal behavior (Mann, 1987). 
Decreased central serotonergic function correlates 
with suicidal acts in patients with major depressive 

disorder (Mann et al., 1992; Coccaro et al., 1989) 
and with impulsivity and aggressive dysregulation in 
patients with personality disorders without major 
depression (Coccaro et al., 1989; Bourgeois, 1991; 
Coccaro, 1992). A relationship between externally- 
directed and self-directed aggression is supported by 
reports of increased aggression, hostility and/or im- 
pulsivity in suicide attempters compared to non-at- 
tempters (Brown et al., 1979; Brown et al., 1982; 
Frances et al., 1986). Thus, the study of personality 
variables such as impulsivity, hostility and trait-re- 
lated anxiety and depression may provide important 
information in the effort to formulate a more com- 
plete explanatory mode1 of suicidal behavior. 

The DSM-III-R (American Psychiatric Associa- 
tion, 1987) personality disorders (PDs) represent per- 
sonality trait constellations in extreme, rigid form 
(Wiggins and Pincus, 1989; Widiger and Trull, 1992; 
Soldz et al., 1993). Patients with PDs characterized 
by personality traits such as aggression, hostility, or 
impulsivity may thus be expected to exhibit an in- 
creased risk for suicidal behavior. Indeed, those PDs 
in the DSM-III-R dramatic/emotional/erratic clus- 
ter (Cluster B) are commonly associated with a 
history of suicidal and self-destructive behaviors 
(Frances et al., 1986; Siever and Davis, 1991). Within 
this cluster of disorders, Borderline PD combines the 
particularly risky features of impulsive aggression 
and affective instability (Coccaro and Kavoussi, 

1991) and has been shown to relate to increased risk 
of suicidal behavior and completed suicide (Paris et 

al., 1987; Stone et al., 1987; Raczek et al., 1989). 
We have hypothesized that certain patients possess a 

trait vulnerability for suicidal behavior, perhaps hav- 
ing a lower threshold for suicidal acts, that places 
them at especially high risk for suicidal behavior 

during an episode of major depression (Mann, 1991; 
Malone et al., 1993). Further, we believe that the 
behavioral aspects of this trait vulnerability are most 

evident in patients with personality disorder psy- 
chopathology. The study of patient populations with 

Major Depressive Disorder (MDD) and varying lev- 

els and types of PD features provides a useful way to 
determine which of these dysfunctional personality 

traits are most closely correlated with a risk for 
suicidal behavior during a depressive episode. More- 
over, such comorbid populations are not at all un- 
common, given that studies have estimated the 

prevalence of PDs among depressed patients at 30% 
to 70% (Farmer and Nelson-Gray, 1990; Pilkonis 
and Frank, 1988; Shea et al., 1987). 

We identified 12 empirical studies published since 
1974 that investigated suicidal behavior in patients 
with depressive and personality symptomatology (see 

Table 1). Concurrent depression and PD diagnoses 
were associated with higher rates of serious suicide 
attempts (Fyer et al., 1988) and completed suicide 
(McGlashan, 1987) than patients with PD alone. 
Several studies found that patients with comorbid 
PDs and depression exhibited more suicidal ideation 
and attempts than patients with depression alone 
(Chamey et al., 1981; Pfohl et al., 1984; Shea et al., 
1987; Black et al., 1988). Finally, there is evidence 
that patients with comorbid affective disorders and 
Borderline PD make more suicide attempts and more 
highly lethal attempts than patients with other PDs or 
with affective disorders alone (Friedman et al., 1983). 

Despite consistent findings indicating poor prog- 
nosis and increased risk of suicidal behavior in co- 
morbid depressive disorders and personality disor- 
ders (Charney et al., 1981; Pfohl et al., 1984, 1987; 
Zimmerman et al., 1986), we identified no study to 
date that has systematically examined the relation- 
ship between dimensions of suicidal behavior and 
the full spectrum of DSM-III-R comorbid Axis II 
traits and personality disorders with Major Depres- 
sion using structured instruments for the assessment 
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of Axis I, Axis II and suicidal behavior. We now 
report results of such a study. We evaluated person- 
ality disorders and suicidal behavior, both categori- 
cally and dimensionally, in psychiatric inpatients 
with Major Depressive Disorder, using standardized 
structured interviews. We hypothesized that PD 

pathology, as defined by DSM-III-R, would be re- 

lated to suicidal behavior in this population, whereas 
severity of depressive symptoms would not. More- 
over, the presence and severity of Borderline PD 

pathology was predicted to account for most of this 
variance, due to the apparent association of Border- 

line PD constituent traits with suicidal behavior. 

2. Methods 

2.1. Subjects 

We studied 102 patients admitted to Western 
Psychiatric Institute and Clinic - a University-based 

private psychiatric hospital serving the local Pitts- 
burgh catchrnent area as well as being a tertiary 
referral center for Western Pennsylvania and the 
bordering states of West Virginia and Ohio. All 
admissions to the hospital were reviewed to identify 
possible study cases. Patients aged 18-80 years who 
met DSM-III-R (American Psychiatric Association, 
1987) criteria for a current Major Depressive Episode 
were eligible for the protocol. Patients having major 
medical illnesses, organic mental disorders, or esti- 
mated IQs less than 80 were excluded. ‘Ihe initial 
daily screening procedure included an inspection of 

the hospital admission case notes and an informal 
interview with the patient, at which time the written 
informed consent was obtained for participation in 

the study as required by the Institutional Review 
Board for Biomedical Research. 

2.2. Demographics 

Patients ranged in age from 18-64 years (mean = 
34.9 f 10.6). Forty-six were male and 56 were fe- 
male. Most of the subjects were white (78%) and a 
substantial minority were African-American (2 1%). 
More than half the patients (60%) had a history of at 
least one previous suicide attempt. Sixty-six percent 

of this sample had recurrent Major Depression, 
whereas the remainder were in their first major 
depressive episode. On admission, the patients had 
an average Hamilton Depression Rating Scale (24- 

item) score of 29.6 ( f 7.4). 

2.3. Procedures 

Diagnoses were established according to DSM- 

III-R at a consensus diagnostic conference, where at 
least two of the authors were present, on the basis of 
standardized structured clinical interviews and other 

clinical information (e.g., chart review, interview 
with relative). Axis I disorders were assessed using 
the Structured Clinical Interview for DSM-III-R-Pa- 

tient Version @CID-P (Spitzer et al., 1989)). Axis II 
personality disorders were evaluated initially using a 
pilot version of the Personality Disorder Examina- 

tion (PDE) (Loranger et al., 1987) and subsequently 
the International Personality Disorder Examination 

(IPDE) (Loranger et al., 1991). The PDE and IPDE 
interviews provide dimensional ratings as well as 

categorical classifications of PD pathology. Both 
versions of the interview have been found to have 
good interrater reliability and temporal stability. Intr- 
aclass correlation coefficients for rater agreement on 
number of criteria assigned to subjects have ranged 
from 0.74 to 0.95 for the PDE (Loranger et al., 1991) 
and from 0.71 to 0.92 for the IPDE (Loranger et al., 
1994). Stability coefficients have ranged from 0.60 
to 0.76 for the PDE (Loranger et al., 1991) and from 
0.58 to 0.84 for the IPDE (Loranger et al., 1994). 
The PDE or IPDE interview was administered to- 

wards the end of hospitalization, in order to mini- 
mize the effect of depression on the assessment of 

personality disorder pathology. 
Severity of depression was assessed using the 

Hamilton Depression Rating Scale (HDRS) (Ham- 
ilton, 1960) and the self-report Beck Depression 
Inventory (BDI) (Beck et al., 1961). The Beck Hope- 
lessness Scale (Beck et al., 1989) assessed hopeless- 
ness about the future. A detailed history of suicidal 
behavior was obtained from each subject, as well as 
ratings of suicidal ideation just prior to hospitaliza- 
tion (Scale for Suicidal Ideation) (Beck et al., 1979) 
using a structured interview format. The medical 
damage level of the most lethal lifetime suicide 
attempt was assessed using a modified version of the 
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Lethality Rating Scale (Beck et al., 1975), which 

scores the actual physical consequences of the at- 
tempt, using a O-7 scale (i.e., 0 = no medical dam- 
age, through 7 = extensive damage with death likely) 
with specific anchors across methods of suicide at- 
tempt referring to the clinical condition of the sub- 

ject. For all methods, a lethality rating of 3 or greater 

is given only when medical intervention is necessary. 
Whenever possible, hospital records and/or inter- 

views with family members were sought to confirm 

the subject’s report of the physical consequences of 
the attempt. 

2.4. Data management and analyses 

In order to test hypotheses regarding differences 
in suicidal behavior in patients with and without 
DSM-III-R PDs (specifically Borderline vs. non- 

Borderline Cluster B vs. other PDs), subjects were 
divided into four groups: (a) no diagnosis on Axis II 

(n = 44); (b) p osi ive diagnosis of Borderline PD ‘t’ 
(n = 30); (c) positive diagnosis of a Cluster B disor- 
der other than Borderline (n = 17); and (d) positive 
diagnosis of a non-Cluster B PD (including Personal- 
ity Disorder NOS; n = 11). Univariate analyses of 
variance were performed to test mean differences 
across groups on dimensional variables. Cross-clas- 
sification analyses were performed to test group 
differences on categorical variables (Pearson x2 or 
Fisher’s Exact Test where appropriate). 

Dimensional ratings of PDs were calculated by 
summing the number of criteria met for each disor- 
der for those subjects interviewed with the IPDE 
(n = 84). Summed dimensional scores for Borderline 
PD criteria (removing the suicidal behavior criterion), 
Cluster A PD criteria, other Cluster B PD (not 
Borderline) criteria and Cluster C PD criteria were 
tested for correlation with suicidal behavior mea- 
sures. Separate stepwise regression analyses were 
then performed with number of suicide attempts, age 
at first suicide attempt and medical damage of most 
lethal suicide attempt as the dependent variable in 
each case. Borderline PD dimensional scores were 

included as an independent variable as well as inter- 
view and self-report depression ratings, suicidal 
ideation prior to hospitalization and hopelessness 
scores. Because one of the DSM-III-R criteria for 
Borderline PD involves suicidal behavior, the effect 

of this criterion on categorical and dimensional anal- 

yses was evaluated, and this criterion was removed 
from the dimensional score for Borderline PD for the 
regression analyses. All data analytic procedures were 
performed using the Statistical Package for the So- 
cial Sciences (SPSS-PC+/Version 5.0). 

3. Results 

3.1. Categorical analyses of personality disorder 

psychopathology, suicidal behavior and clinical 

characten’stics 

Patients with Major Depression having comorbid 

Borderline Personality Disorder (Borderline PD 
group) differed from those with no PD diagnoses, 

those with other Cluster B diagnoses (i.e., Antisocial, 
Histrionic and Narcissistic PDs) and those with other 
PD diagnoses in several ways. Patients with Border- 

line PD were more likely to have a history of one or 

more suicide attempts than were patients in the other 
three groups (see Table 2). Further, they were more 
likely to have made a high number of suicide at- 

tempts (2 3) and to have been younger at time of 
first suicide attempt than the No PD and the Other 

PD groups. Severity of suicidal ideation immediately 
prior to index hospitalization also differed across the 
groups due to greater severity in the Borderline PD 
group. It is noteworthy that the Borderline PD pa- 
tients did not differ in the rate of high lethality 
suicide attempt (defined as lifetime attempt requiring 
medical treatment or hospitalization), with 74% of 
the Borderline PD group having made an attempt 
causing significant medical damage, as compared to 
71% in the No PD group, 64% in the Cluster B-Not 
Borderline PD group and 67% in the Other PD 
group. 

As shown in Table 3, the groups also differed on 
clinical characteristics other than suicidal behavior. 
The Borderline PD group had a younger mean age at 
first psychiatric hospitalization than the No PD and 
Other PD groups, as well as having a higher percent- 
age of female patients. Further, the four groups 
showed different levels of objective and subjective 
depression. Whereas the Other PD group had a 
higher mean level of depression than the other three 
groups as measured by the Hamilton Depression 
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Table 2 
Group differences on suicidal indicators 

Variable 

Attempt status ’ 
Non-attempters 

Attempters 

Number of suicide attempts * 
Low (O-3) 

High (2 3) 

Maximum attempt lethality 

Low(<3) 

High (5 3) 

No personality 

disorder (n = 44) 

27 (61%) 

17 (39%) 

40 (91%) 

4 (9%) 

5 (29%) 

12 (71%) 

Borderline personality 

disorder (a = 30) 

3 (10%) 

27 (90%) 

17 (57%) 

13 (43%) 

7 (26%) 

20 (74%) 

Cluster B-Not 

borderline (n = 17) 

6 (35%) 

11 (65%) 

14 (82%) 

3 (18%) 

4 (36%) 

7 (64%) 

Other personality 

disorder (n = 11) 

5 (45%) 

6 (55%) 

9 (82%) 

2 (18%) 

2 (33%) 

4 (67%) 

Age at first suicide attempt 3 33.5 * 14.4 21.9 f 7.0 24.2 * 11.7 34.7 f 10.6 

(mean f SD) n= 17 n = 27 n= II n=6 

Suicidal ideation 4 15.0 f 10.2 23.8 f 10.9 18.3 f 8.6 15.6 f 12.1 

(mean f SD) n =41 n = 28 n= 16 n=9 

’ Fisher’s Exact test = 21.14, df = 3, P < 0.001. 

’ Fisher’s Exact test = 1 I .80, df = 3, P < 0.01. 

3 F(3.57) = 5.45, P < 0.01. 

4 F(3.90) = 4.18, P < 0.01. 

Rating Scale (HDRS), the Borderline PD and Other 
PD groups had greater self-reported depression (BDI) 

and hopelessness than the No PD group. Finally, the 
percentages of patients with comorbid psychoactive 
substance use disorders were higher in the Border- 
line PD and Cluster B - Not Borderline PD groups. 
Rates of hospitalization did not distinguish any of 

the groups. 
The groups also differed in terms of overall level 

of PD pathology (see Table 4). The Borderline PD 
and Cluster B-Not Borderline PD groups had signif- 
icantly more PD criteria than the other two groups 
when criteria were summed across all disorders. 
Further, the Borderline PD and Cluster B-Not Bor- 
derline PD groups had more Cluster B criteria than 
the other two groups, as would be expected, but also 
had equally as many Cluster A and C criteria as the 
Other PD group. Examination of the relative levels 
of PD pathology in suicide attempters versus non-at- 
tempters across the four diagnostic groups using 
Zway analyses of variance indicated a significant 
main effect of diagnostic group for each set of PD 
criteria (see Table 4). A significant main effect of 
suicide attempt status was found for each of the 
Cluster B criteria sets (Borderline criteria, Cluster 
B-Not Borderline criteria and total Cluster B crite- 
ria), such that suicide attempters were found to have 
greater numbers of criteria for Cluster B PDs. No 

effect of attempter status was found for Cluster A or 

C criteria or for total Axis II criteria, and no interac- 
tion effects were significant. 

To exclude potential confounding effects due to 
the Borderline PD criterion relating to repeated suici- 
dal threats or behavior, we examined the effect of 
removing this criterion when diagnosing Borderline 
PD. Of those patients initially diagnosed with Bor- 

derline PD (n = 301, 11 patients no longer received 
this diagnosis when the suicidal threats/behavior 
criterion was removed (i.e., these patients met the 
minimum number of 5 criteria for the diagnosis, one 
of which was the suicidal threats/behavior criterion). 
A comparison of these 11 patients with the 19 
patients whose diagnosis of Borderline PD remained 
regardless of the suicidal criterion indicated no statis- 
tically significant differences. 

3.2. Dimensional analyses of personality disorder 
pathology, suicidal behavior and clinical character- 
istics 

Correlations were computed between indicators of 
the severity of suicidal behavior and dimensional 
ratings of personality disorders (i.e., summed num- 
ber of criteria met for Borderline PD, Cluster A PDs, 
Cluster C PDs and Cluster B PDs other than Border- 
line) for all subjects evaluated with the IPDE (n = 
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Table 3 

Group differences on clinical characteristics 

Variable No personality disorder Borderline personality disorder Cluster B-Not Borderline Other personality disorder 

Age at first 35.4 + 12.9 a 25.0 + 6.7 b 30.3 f 8.4 34.5 f 11.8 = 

Hospitalization ’ n = 39 n = 29 n = 16 n= II 

Ham-D 29.4 rt 6.9 a 27.8 f 7.5 a 28.2 + 5.5 = 37.2 f 7.6 ’ 

(24-item) 2 n=44 n = 30 n= 16 *= II 

BDI ’ 23.0 f 10.6 a 32.4 f 12.8 b 20.6 f 8.8 33.8 f 12.2 b 

n = 34 II = 20 n= II n=8 

Hopelessness scale 4 9.0 _+ 5.9 a 13.3 f 5.5 b 8.4 f 4.4 14.4 rt 5.6 ’ 

n = 34 n = 25 n= 12 n= 10 

Sex ’ 
No. Male (8) 18 (41%) I (23%) 15 (88%) 6 (55%) 

No. Female (%) 26 (59%) 23 (77%) 2 (12%) 5 (45%) 

Substance 

Abuse/Dependence 6 

Absent 25 (57%) 10 (33%) 3 (18%) 7 (64%) 

Present 19 (43%) 20 (67%) 14 (82%) 4 (36%) 

Prior hospitalizations 

Low(<2) 31 (71%) 14 (47%) 12 (75%) 8 (73%) 

High ( > 2) 13 (29%) 16 (53%) 4 (25%) 3 (27%) 

Note: Group means marked a and b across rows are significantly different from each other (P < 0.05; Student-Newman-Keuls 

comparisons). 

’ F(3.91) = 5.91, P < 0.01. 

2 F(3.97) = 5.23, P < 0.01. 

’ F(3.64) = 3.86, P < 0.05. 

4 F(3.76) = 3.28, P < 0.05. 

s Fisher’s Exact Test = 19.76, df = 3, P < 0.001. 

6 Fisher’s Exact Test = 10.79, df = 3, P < 0.05. 

84). Borderline PD criteria were most strongly asso- 
ciated with indices of suicidal behavior. The severity 
of Borderline PD pathology (i.e., the number of 
Borderline PD criteria met after subtracting the suici- 
dal threats/behavior criterion) was positively corre- 
lated with number of suicide attempts (r = 0.45, 
P < 0.001) and severity of suicidal ideation immedi- 
ately prior to hospitalization (r = 0.32, P < 0.01) 
and negatively correlated with age at first suicide 
attempt (r = -0.42, P < 0.001). These results are 
consistent with those obtained using a categorical 
diagnosis of Borderline PD (shown in Table 2). 

Stepwise regression analyses were then performed 
with Borderline PD criteria, objective and subjective 
depression ratings, hopelessness scores and suicidal 
ideation as the independent variables in each case. 
Number of previous suicide attempts, age at first 
suicide attempt and medical damage of most lethal 
attempt were the dependent variables in separate 

analyses. For number of suicide attempts and age at 

first attempt, we found that severity of Borderline 
PD psychopathology (with the suicidal threats/be- 
havior criterion removed) was the best single predic- 
tor (Multiple R = 0.500, P < 0.001 for number of 
suicide attempts; R = 0.43, P < 0.01 for age at first 
suicide attempt). None of the other independent vari- 
ables met criteria for inclusion in the equations 
(PIN = 0.05). Maximum attempt lethality was not 
significantly predicted by any of the independent 
measures. 

These analyses were then repeated, including only 
those subjects without any PD diagnosis, in order to 
investigate the stability of these results in patients 
with less severe personality pathology. Correlations 
between PD criteria sets and suicidal indices indi- 
cated that criteria for Cluster B PDs were most 
strongly associated with suicidal behaviors in these 
subjects. Thus, the regression analyses described 
above were repeated for this subgroup, with the only 
difference being the replacement of Borderline PD 
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criteria with Cluster B criteria as an independent 
variable. Despite the absence of diagnosable person- 
ality disorder in these subjects, severity of Cluster B 
PD psychopathology was still the best predictor of 
past suicide attempts (Multiple R = 0.55, P = 0.006). 
However, the addition into the equation of suicidal 

ideation immediately prior to hospitalization added 
significantly to this prediction (Multiple R = 0.66, 
P = 0.002). Age at first attempt was not significantly 

related to any of the predictors for this subgroup of 
patients. 

4. Conclusions 

In the current study, we investigated the relation- 
ship between comorbid DSM-III-R defined personal- 
ity disorders and suicidal behavior in a sample of 

inpatients with Major Depressive Disorder. As pre- 
dicted, we found that the presence and severity of 

DSM-III-R Axis II personality disorder psy- 
chopathology was positively related to indicators of 
suicidality. Our findings indicated that comorbid 
Borderline PD in particular characterizes a subgroup 
of patients with MDD at risk for multiple, serious 

suicide attempts. In fact, a higher rate of suicidal acts 
was largely a feature of the presence and severity of 
comorbid Borderline PD psychopathology, regard- 
less of any other comorbid personality disorder diag- 
noses. These findings support previous research sug- 

gesting that the presence of personality psy- 
chopathology, and especially a diagnosis of Border- 
line PD, may increase risk of suicidal behavior (Mor- 

rison, 1982; Frances et al., 1986; Seager, 1986; Paris 
et al., 1987; Stone et al., 1987; Raczek et al., 1989). 

Group differences also supported previous find- 

ings (Chamey et al., 1981; Pfohl et al., 1984, 1987; 

Shea et al., 1987; Black et al., 1988; Zimmerman et 
al., 1986) suggesting that MDD with comorbid Bor- 
derline PD carries a higher risk for attempted suicide 
than MDD alone. Not only were almost all patients 
w.ith a diagnosis of Borderline PD suicide attempters 
(90%), with a substantial percentage of patients hav- 
ing 3 or more suicide attempts (43%), but those with 
comorbid Borderline PD were also no less damaging 
in their most lethal suicide attempt than were those 
with other PDs or without any PD. Despite our fairly 
strict criteria regarding what constitutes a suicide 

attempt (a self-destructive act with the intent to die), 
most of the Borderline PD patients fell into the even 

more dangerous category of those making an attempt 
causing significant medical damage requiring medi- 
cal treatment. Whereas clinical folklore and some 
empirical studies indicate that patients with a diagno- 
sis of Borderline PD tend to make frequent, trivial 
suicidal gestures that are not highly life-threatening 

(Pfohl et al., 1984; Lester et al., 1989) our findings 

and other research suggests that when this diagnosis 
occurs with a depressive disorder, it can also lead to 

serious suicide attempts (see Table 1). The belief that 
patients with Borderline PD manipulate others 
through repeated self-damaging acts, while it may 

have a basis in reality, may also persuade clinicians 

not to take such patients seriously. Our results, on 
the other hand, support previous findings suggesting 

that a diagnosis of Borderline PD in conjunction 
with a depressive disorder may be a dangerous com- 
bination (Friedman et al., 1983; Frances et al., 1986) 

regardless of the presumed intent of the patient. 
The higher rate of suicidal behavior in the comor- 

bid MDD and Borderline PD group cannot be ex- 
plained by a higher level of depressive symptoms in 
this group. We found that MDD patients with Bor- 
derline PD exhibited a level of depression equivalent 
to the other groups when depression was rated by a 

structured clinical interview. The patients with Bor- 
derline PD scored higher on self-reported depression 
and hopelessness than patients with no PDs or other 
Cluster B PDs. However, the patients with other PDs 
scored equally highly on these self-report measures, 
but did not have elevated suicidal behavior, ruling 
out differences in depression and hopelessness as an 
explanation of the higher level of suicidal behavior 
in the Borderline PD group. 

Dimensional assessments allowed for the weigh- 
ing of relative contributions of different PD and 
state-related symptom traits to the variance in suici- 

dal behavior. We found that the severity of Border- 
line PD psychopathology (i.e., number of criteria 
met for the disorder) was most strongly related to 
many suicidal indicators in this population and was a 
better statistical predictor of suicidal indices than 
was depression, hopelessness, or even suicidal 
ideation. These results support our hypothesis that 
higher levels of suicidal behavior in the Borderline 
PD group are due to a vulnerability for suicidal 
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behavior in these patients that is reflected in person- 
ality traits associated with this disorder (such as 
impulsivity and hostility). This lower threshold for 
suicidal behavior is then exceeded in the presence of 

a stressor, such as a major depressive episode 
(Malone et al., 1993). This explanation was further 
supported by our findings regarding differences 

among the groups in amount and type of PD psy- 
chopathology, as well as other clinical differences. 

The Borderline PD group and the Cluster B-Not 

Borderline PD group had more overall personality 
pathology than the other two groups, as indicated by 
the average total number of PD criteria met across 
all disorders. These two groups also had similar trait 
levels of impulsive, dramatic and aggressive behav- 

iors (Cluster B criteria), but significantly more so 
than the other two groups, as would be expected. 
Further, both Cluster B groups had significantly 

higher percentages than the other two groups of 
psychoactive substance abuse and dependence disor- 
ders, which are quite characteristic of persons with 
Cluster B PDs. Moreover, substance abuse has been 
associated with suicidal behavior (Fowler et al., 1986) 
and might thus be considered a confounding vari- 
able. However, whereas both Cluster B groups ex- 
hibited high levels of such disorders, only the Bor- 
derline PD group combined extreme expressions of 
Cluster B personality traits (including substance 
abuse) with high levels of subjective depression and 
hopelessness, and this group clearly was at greatest 
risk for lifetime suicidal behavior. 

Not only do Axis II Borderline PD traits in pa- 
tients with MDD have a dose loading effect for the 

likelihood of suicidal behavior, they appear to lead to 
the earlier expression of such behavior in the patient’s 
lifetime. That is, more Borderline PD constituent 
traits appear to lead to more and earlier manifesta- 
tions of suicidal behavior in this population. Such a 
contention is supported by the finding that the Bor- 
derline PD group also had a significantly younger 
age at first suicide attempt and age at first psychi- 
atric hospitalization than the other patients, and that 
Borderline PD constituent traits were correlated with 
younger age at first suicide attempt and first psychi- 
atric hospitalization across all patients. 

Interestingly, traits of Cluster B PDs were associ- 
ated with suicide attempter status across all diagnos- 
tic groups. That is, suicide attempters met more 

criteria for the Cluster B disorders regardless of 
whether they had a diagnosis of any PD. Further, 
dimensional analyses indicated that even for those 
subjects with no Axis II diagnoses, Cluster B person- 

ality traits were the most effective statistical predic- 
tor of the number of past suicide attempts, followed 
by suicidal ideation. In terms of other PDs, no 

differences were found between attempters and non- 
attempters in numbers of Cluster A (Odd/Eccentric 

Cluster) or Cluster C criteria met (Fearful/Anxious 
Cluster). Despite this finding, the possibility exists 

that certain Cluster A or C PD traits may be unre- 
lated to suicidal behavior (e.g., Obsessive-Compul- 
sive PD traits), whereas traits of other disorders may 
lead to a vulnerability (e.g., Passive-Aggressive PD 

traits). Such possible differential effects should be 
explored in a larger sample allowing for more de- 

tailed statistical comparisons. 
In summary, the presence of Borderline PD psy- 

chopathology in psychiatric inpatients with MDD 
represents a significant trait-related risk factor for 

early-onset, serious suicidal behavior. Severity of 
comorbid Axis II psychopathology should be consid- 
ered when assessing suicide risk in such patients. 
Even when no positive diagnosis of Borderline or 
any other PD is present, subthreshold levels of PD 
pathology, especially Cluster B symptom criteria, 
may indicate an increased risk for suicidal acts. 
Studies of preventive interventions targeting this 
high-risk comorbid population are warranted. 
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